Axel & Associates, Inc.

MANAGEMENT CONSULTANTS

by FedEX

December 27, 2017

Ms. Courtney Avery

Administrator

Ittinois Health Facilities and
Services Review Board

525 West Jefferson

Springfield, IL 62761

Dear Courtney:

Enclosed please find two copies of a Certificate of Exemption application
addressing the discontinuation of the 28-bed long term care category of service at Alton
Memorial Hospital. Also enclosed is a check, in the amount of $2,500.00, as a filing and

review fee.

Should any additional information be required, please do not hesitate to contact

me.
Sincerely,
cob M. Axel
i/ President
enclosures
675 North Court, Suite 210 Phone (847) 776-7101

Palatine, lllinois 60067 Fax (847} 776-7004




F-05/-17 ORIGI"AL
ILLINOIS HEALTH FACILIMES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION

RECEIVED

DEC 2 8 2017
Facility/Project Identification
Faclility Name: Alton Memorial Hospital H
Street Address: One Memorial Drive SERVICES REVIEW'B%ABE{)

City and Zip Code: Alton, IL 62002

This Section must be completed for all projects.

County:  Madison Health Service Area 11 Health Planning Area: F-01
Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name; Alton Memorial Hospital

Street Address: One Memorial Drive

City and Zip Code: Alton, IL 62002

Name of Registered Agent: lllinois Corporation Service
Registered Agent Street Address: 801 Adlai Stevenson Drive
Registered Agent City and Zip Code: Springfield, IL 62703

Name of Chief Executive Officer: David Braasch

CEQ Street Address:. One Memorial Drive

CEO City and Zip Code: Alton, IL 62002

CEO Telephone Number: 618/463-7311

Type of Ownership of Applicants

X Non-profit Corporation 0 Partnership
O For-profit Corporation ] Governmental
O Limited Liability Company ] Sole Proprietorship O] Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.

ARPEND.DOCUMENTATION’
[FAPPCICATION EORM XREE

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: Prestdent

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776-7004

Additional Contact [Person who is also authorized to discuss the application for
exemption permit]

Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR EXEMPTION PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Alton Memorial Hospital

Street Address: One Memorial Drive

City and Zip Code: Alton, IL 62002

County:  Madison Health Service Area 11 Health Planning Area: F-01

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: BJC Health System dfb/a BJC HealthCare

4901 Forest Park Avenue Suite 1200

Street Address:
City and Zip Code: St. Louis, MO 63108
Name of Registered Agent. CSC-Lawyers Incorporating Service Company

Registered Agent Street Address:

221 Bolivar Street

Registered Agent City and Zip Code:

Jefferson City, MO 65101

Name of Chief Executive Officer:

Steven H. Lipstein

CEO Street Address:

4901 Forest Park Avenue Suite 1200

CEOQ City and Zip Code:

St Louis, MO 63108

CEOQ Telgphone Number:

314/286-2030

Type of Ownership of Applicants

X Non-profit Corporation 1 Partnership
1 For-profit Corporation M Governmental
1 Limited Liability Company M Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lliinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.

=0 S

SAPPEND.DOCUMENT

FaBPLICATION FORM]

Primary Contact [Person to receive ALL comrespondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court, Suite 210 Palatine, IL 60067

Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776-7004

Additional Contact [Person who is also authorized to discuss the application for
exemption permit]

Name: none

Title:

Company Name;

Address:

Telephone Number,

E-mail Address:

Fax Number:




Post Exemption Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON

MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED
AT 20 ILCS 3960}

Name: David Braasch

Title: President

Company Name: Alton Memoria! Hospital

Address: One Memorial Drive Alton, IL 62002
Telephone Number; 618/463-7311

E-mail Address: David.Braasch@bjc.org

Fax Number.

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner. _ Alton Memorial Hospital

Address of Site Owner: One Memorial Drive Alton, IL 62002

Street Address or Legal Description of the Site: One Memorial Drive Alton, IL 62002

Proof of ownership or control of the site is to be provided as Attachment 2, Examples of proof of
ownership are property tax statements, tax assessor's documentation, deed, notarized statement
of the corporation attesting to ownership, an option to lease, a letter of intent to lease, or a lease.

ool A o Ll

' LAST PAGE OF THE APPLICATION FORM. _

; APPEND DOCUMENTATION AS ATTACHMENT 2, [N NUMERIC SEQUENTIAL ORDER AFTER THE

Operating ldentlty/Licensee
[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Aiton Memoarial Hospital

Address: One Memoria! Drive Alton, IL 62002

X Non-profit Corporation O Partnership

O For-profit Corporation O Governmental

1 Limited Liability Company O] Sole Proprietorship O Other

o Corporations and fimited liability companies must provide an Ifinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership. : — E—

. APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER THE
| LAST PAGE OF THE APPLICATION FORM. e ] . N

Organizational Relationships

Pravide (for each applicant) an organizational chart containing the name and relationship of any person or
entity who is related (as defined in Part 1130.140). |f the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial

contribution.

| APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE
| LAST PAGE OF THE APPLICATION FORM. ‘ o .




o

Flood Plain Requirements
[Refer to application instructions. ]

Provide documentation that the project complies with the requirements of llinois Executive Order #2006-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements,
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the

requirements of lllinois Executive Order #2006-5 (http:// www.illincis. gov/sites/hfsrb).

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL'ORDER AFTER THE

LAST PAGE OF THE APPLICATION FORM. :

Historic Resources Preservation Act Requirements

[Refer to application instructions. ]
Provide documentation regarding compliance with the requirements of the Historic Resources

Preservation Act. o

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. ‘ ’ o _

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1110 Classification:
[ Change of Qwnership

X Discontinuation of an Existing Health Care Facility
or of a category of service

1 Establishment or expansion of a neonatal intensive
care or beds




2. Narrative Description

in the space below, provide a brief narrative description of the project. Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street
address, include a legal description of the site. Include the rationale regarding the project's classification

as substantive or non-substantive.

The applicants propose to discontinue Alton Memorial Hospital’s long term care category
of service, which includes twenty-eight authorized beds.

This is a substantive project because it involves and is limited to the discontinuation of a
category of service.




Project Costs and Sources of Funds (Neonatal Intensive Care Services only)

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must be

equal.

Project Costs and Sources of Funds
USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs
Site Survey and Scil Investigation

Site Preparation

Off Site Work

New Construction Contracts
Modemizatior: Contracts

Contingencies
Architectural/Engineering Fees
Consulting and Other Fees

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction (project

related)

Fair Market Value of Leased Space or Equipment

Other Costs Te Be Capitalized

Acquisition of Building or Other Property (excluding

land)

TOTAL USES OF FUNDS $0 $0 $0
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL

Cash and Securities
Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leasas (fair market value)
Govemmental Appropriations
Grants

Other Funds and Scurces
TOTAL SOURCES OF FUNDS $0 $0 30

TR

4 ; : :
NOTE: '_I'_E!:‘IZ_QI*Q‘N OF, EACH LINEITEM MUST,BE PROVIDED AT/ATTACHMENT;

ATHE CAST,PAGE OF; THEAPPLICATION'FORM

1 R




Related Project Costs
Provide the following information, as applicable, with respect to any land related to
the project that will be or has been acquired during the last two calendar years:

Land acquisition is related to project []Yes X No
Purchase Price:  §
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service
[] Yes X No

If yes, provide the doltar amount of all non-capitalized operating start-up costs (including operating deficits,
through the first full fiscal year when the project achieves or exceeds the target utilization specified in Part

1100,

Estimated start-up costs and operating deficit cost is $

Project Status and Completion Schedules
For facilities in which prior permits have been issued please provide the permit numbers.
Indicate the stage of the project’s architectural drawings:

X None or not applicable [] Preliminary

[[] Schematics {7 Final Working
Anticipated project completion date (refer to Part 1130.140): _within 60 days following approval_

indicate the following with respect to project expenditures or to financial commitments (refer to Part
1130.140):

[7] Purchase orders, leases or contracts pertaining to the project have been executed.

[] Financial commitment is contingent upon permit issuance. Provide a copy of the contingent
“certification of financial commitment” document, highlighting any tanguage related to CON
Contingencies
[_Financial Commitment will occur after permit issuance.

| APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE |
| LAST PAGE OF THE APPLICATION FORM. . . . . .. v :

State Agency Submittals [Section 1 130.620(c)]
Are the following submittals up to date as applicable:
X Cancer Registry

X APORS
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been

submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incompiete.




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general pariner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary wheri two or more |’
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behatf of _Alton Memorial Hospital__*in accordance with
the requirements and procedures of the lllinois Health Facilities Planning Act. The undersigned
certifies that he or she has the authority to execute and file this Application on behalf of the
applicant entity. The undersigned further certifies that the data and information provided herein,
and appended hereto, are complete and correct to the best of his or her knowledge and belief,
The undersigned also certifies that the fee required for this application is sent herewith or will be

paid uponh request.

TG —

SIGNATURE Y |
ZAVID BrAASCH EPNE 50 4

PRINTED NAME PRINTED NAME

FRESIDENT CHo @reey)

PRINTED TITLE PRINTED TITLE

Notarization: Notarization:

Subscribed and swom to before me Subscribed and sworn 1o before me

this 22 dayof _De¢ emiael” this 22 dayof [2ecgyoey™

ey &/—M‘:%&_}_Mz
: OFFICIAL SEAL  } ~ Signature of Not

P
I = i’
. _"\:L-ﬂ- Notary Pubtic, Stata of llinols
\ w / My Commissien Explres

Seal

JENN{FER BAIN
OFFICIAL SEAL

November £7, 2020
*insert the EXACT tega! name of the applicant Notacy Pu.tic. Stata of ilinais

"November 17, 2020




CERTIFICATION

0

Q

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

in the case of a corporation, any two of its officers or members of its Board of Directors;

in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two of more managers or members do not exist);

in the case of a partnership, two of its general partners (or the sole general partner, when two or

more general partners do not exist);

in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

in the case of a sole proprietor, the individual that is the proprietor.

This Application Is filed on the behalf of _BJC Health System d/b/a BJC HealthCare_ *
In accordance with the requirements and procedures of the lllinois Health Facilitles Planning Act.

| The undersigned certifies that he or she has the authority to execute and file this Application on

arewith or wil

behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledga and belief. The undersigned also certifies that the fee required for this application Is
e paid upon request.

DY UWi

\5 SIGNATURE
(‘ (S_ L]C,\i)&( D&IV:J IE) /4:‘)/ .‘/?;n
NAME i PRINTED NAME
fc( é.f (g\k < Secrvidivy

Subscri
this

PRINTED TITLE

Notarization:

fday of

ed and swom to before me
i be_mh,_ﬁol 7

PRINTED TITLE /

Notarization:
Subseribed and swom to before me

this 2{ ¢t dayof _ De 0fm lzg._{; 20117

c?'“‘}‘ss*“ﬁ““'“‘mmzﬁ%s
n
| & mieson fumber 6146250 |




SECTION Il. DISCONTINUATION

This Section is applicable to the discontinuation of a health care facility maintained by a
State agency. NOTE: If the project is solely for discontinuation and if there is no
project cost, the remaining Sections of the application are not applicable.

Type of Discontinuation

[ Discontinuation of an Existing Health Care Facility

X Discontinuation of a category of service

Criterion 1110.130 - Discontinuation

READ THE REVIEW CRITERION and provide the following information:

GENERAL INFORMATION REQUIREMENTS

1. Identify the categories of service and the number of beds, if any, that are to be discontinued.

2. Identify all of the other clinical services that are to be discontinued.

3. Provide the anticipated date of discontinuation for each identified service or for the entire facility.
4. Provide the anticipated use of the physical plant and equipment after the discontinuation occurs.
5. Provide the anticipated disposition and location of all medical records pertaining to the services

being discontinued, and the length of time the records will be maintained.

6. For applications involving the discontinuation of an entire facility, provide certification by an
authorized representative that all questionnaires and data required by HFSRB or DPH (e.g., annual
questionnaires, capital expenditures surveys, etc) will be provided through the date of
discontinuation, and that the required information will be submitted no later than 90 days following

the date of discontinuation.

7. Upon a finding that an application to close a health care facility is complete, the State Board shall
publish a legal notice on 3 consecutive days in a newspaper of general circulation in the area or
community to be affected and afford the public an opportunity to request a hearing. If the
application is for a facility located in a Metropolitan Statistical Area, an additional legal notice shall
be published in a newspaper of limited circulation, if one exists, in the area in which the facility is
located. If the newspaper of limited circulation is published on a daily basis, the additional legal
notice shall be published on 3 consecutive days. The legal notice shall also be posted on the Health
Facilities and Services Review Board's web site and sent to the State Representative and State
Senator of the district in which the health care facility is located. In addition, the health care facility
shall provide notice of closure to the local media that the health care facility would routinely notify

about facility events.

8. Provide attestation that the facility provided the required notice of the facility or category of service
closure to local media that the heaith care facility would routinely notify about facility events. The
supporting documentation shall include a copy of the notice, the name of the locaf media outlet, the
date the notice was given, and the result of the notice, e.g., number of times broadcasted, written,
or published. Only notice that is given to a local television station, local radio station, or local

newspaper will be accepted.

/&




REASONS FOR DISCONTINUATION

The applicant shall state the reasons for the discontinuation and provide data that verifies the need for the
proposed action. See criterion 1110.130(b) for examples.

IMPACT ON ACCESS

1. Document that the discontinuation of each service or of the entire facility and whether or not it will
have an adverse effect upon access to care for residents of the facility's market area.

2. Document that a written request for an impact statement was received by all existing or approved
health care faciliies {that provide the same services as those being discontinued) located within

45 minutes travel time of the applicant facility.

' APPEND DOCUMENTATION AS ATTACHMENT 10, iN NUMERIC SEQUENTIAL ORDER AFTER THE
- LAST PAGE OF THE APPLICATION FORM.

//




SECTION ill. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES

- INFORMATION REQUIREMENTS

Not Applicable

This Section is applicable to all projects except those that are solely for discontinuation
with no project costs.

Background
READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1.

A listing of all health care facilities owned or operated by the applicant, including licensing, and
certification if applicable.

A certified listing of any adverse action taken against any facility owned andfor operated by the
applicant during the three years prior to the filing of the application.

Authorization permitting HFSRB and DPH access to any documents necessary to verify the
information submitted, including, but not limited to: official records of DPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records of
nationally recognized accreditation organizations. Failure to provide such authorization shall
constitute an abandonment or withdrawal of the application without any further action by

HFSRB.

If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such instances, the applicant shall attest that the information
was previously provided, cite the project number of the prior application, and certify that no
changes have occurred regarding the information that has been previously provided. The
applicant is able to submit amendments to previously submitted information, as needed, to

update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN
ATTACHMENT 11.

Criterion 1110.230 — Purpose of the Project, and Alternatives (Not applicable to
Change of Ownership)

PURPOSE OF PROJECT

1.

Document that the project will provide health services that improve the health care or well-being
of the market area population to be served.

Define the planning area or market area, or other relevant area, per the applicant’s definition.

Identify the existing problems or issues that need to be addressed as applicable and appropriate
for the project.

Cite the sources of the documentation.

Detail how the project will address or improve the previously referenced issues, as well as the
population’s health status and well-being.

Provide goals with quantified and measurable objectives, with specific timeframes that relate to
achieving the stated goals as appropriate.

/2




For projects involving modemization, describe the conditions being upgraded, if any. For facility projects,
include statements of the age and conditiort of the project site, as well as regulatory citations, if any. For
equipment being replaced, include repair and maintenance records.

- NOTE: Information regardmg the “Purpose of the Project” will be mcluded in the State Board

. Report. .. .- :
. APPEND DOCUMENTATION AS ATTACHMENT 12 IN NUMERIC SEQUENTIAL ORDER AFTER

THE LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE |DENTIFIED IN
' ATTACHMENT 12. . —

ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost,
B) Pursuing a joint venture or similar arrangement with one or more

providers or entities to meet all or a portion of the project's intended
purposes; developing altemative settings to meet all or a portion of the

project's intended purposes;

C) Utilizing other heaith care resources that are available to serve all or a
portion of the population proposed to be served by the project; and
D} Provide the reasons why the choser alternative was selected.
2) Documentation shall consist of a comparison of the project to alternative options.

The comparison shall address issues of total costs, patient access, quality and
financial benefits in both the short-term (within one to three years after project
completion) and long-term. This may vary by project or situation. FOR EVERY
ALTERNATIVE IDENTIFIED, THE TOTAL PROJECT COST AND THE
REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data
that verifies improved quality of care, as available.

APPEND DOCUMENTATION AS ATTACHMENT 13 IN NUMERIC: SEQUENTIAL ORDER AFTER
THE LAST PAGE OF THE APPLICATION FORM
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SECTION VI.. 1120.130 - FINANCIAL VIABILITY

All the applicants and co-applicants shall be identified, specifying their roles in the
project funding or guaranteeing the funding (sole responsibility or shared) and
percentage of participation in that funding.

Not Applicable—No Project Cost

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if.

1. "A" Bond rating or better

2. All of the projects capital expenditures are completely funded through internal sources

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent

4. The applicant provides a third party surety bond or performance bond letter of credit from an A

rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided
APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST PAGE OF THE APPLICATION FORM.

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall
provide viability ratios for the latest three years for which audited financial statements are available
and for the first full fiscal year at target utilization, but no more than two years following project
completion. When the applicant's facility does not have facility specific financial statements and the
facility is 2 member of a health care system that has combined or consolidated financial statements, the
system's viability ratios shall be provided. If the health care system includes one or more hospitals, the
system's viability ratios shall be evaiuated for conformance with the applicable hospital standards.

Historical Projected
3 Years

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total
Capitalization

Projected Debt Service
Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the
calculation and applicable line item amounts from the financial statements. Complete a
separate table for each co-applicant and provide worksheets for each.

2. Variance

Applicants not in compliance with any of the viability ratios shall document that another
organization, public of private, shall assume the legal responsibility to meet the debt
obiigations should the applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 18, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.




SECTION VIII. 1120.140 - ECONOMIC FEASIBILITY

Not Applicable—No Project Cost

This section is applicable to all projects subject to Part 1120.

A. Reascnableness of Financing Arrangements

The applicant shall document the reasonableness of financing arrangements by
submitting a notarized statement signed by an authorized representative that attests to
one of the fallowing:

1) That the total estimated project costs and related costs will be funded in total with
cash and equivalents, including investment securities, unrestricted funds,
received pledge receipts and funded depreciation; or

2) That the total estimated project costs and related costs will be funded in total or
in part by borrowing because:

A) A portion or all of the cash and equivalents must be retained in the
balance sheset asset accounts in order to maintain a current ratio of at
least 2.0 times for hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and
the existing investments being retained may be converted to cash or
used to retire debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that invoive debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized
statement signed by an authorized representative that attests to the following, as
applicable:

1) That the selected form of debt financing for the project will be at the lowest net
cost available;

2) That the selected form of debt financing will not be at the lowest net cost
available, but is more advantageous due to such terms as prepayment privileges,
no required martgage, access to additional indebtedness, term (years), financing
costs and other factors;

3) That the project invoives (in tatal or in part) the feasing of equipment or facilities
and that the expenses incurred with leasing a facility or equipment are less costly
than constructing a new facility or purchasing new eguipment.

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost
and square foofage allocation far new construction and/or modernization using the
following format (insert after this page).




COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Total
(list below) | Cost/Square Foot | Gross Sq. Ft. | Gross Sq. Ft. Const. $ | Mod. $ Cost
New Mod. (i;\lew glod. {AxC) (BXE) | (G+H)
irc.* irc.*

Contingency

TOTALS
* Include the percentage (%) of space for circulation

D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no
more than two years following project completion. Direct cost means the fully allocated costs of
salaries, benefits and supplies for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per
equivalent patient day) for the first full fiscal year at target utilization but no more than two years
following project completion.

"APPEND DOCUMENTATION AS ATTACHMENT 19, IN NUMERIC SEQUENTIAL CRDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.




SECTION IX. SAFETY NET IMPACT STATEMENT (DISCONTINUATION ONLY)

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL

SUBSTANTIVE PROJECTS AND PROJECTS TO DISCONTINUE STATE-OWNED HEALTH CARE

FACILITIES [20 ILCS 3960/5.4):
1. The project's material impact, if any, on essential safety net services in the community, to the extent

that it is feasible for an applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety
net services, if reasonably known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a
given community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the
reporting requirements for charity care reporting in the Ilfinois Community Benefits Act. Non-hospital
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by

the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent
with the information reported each year to the lllincis Department of Public Health regarding "Inpatients
and Outpatients Served by Payor Source" and “Inpatient and Outpatient Net Revenue by Payor Source”
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly relevart to safety net services, including information
regarding teaching, research, and any other service.

A table in the following format must be provided as part of Attachment 40.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
inpatient
Qutpatient
Total
Charity (cost In
dollars)
Inpatient
Qutpatient
Total
MEDICAID
Medicaid (# of Year Year Year
patients)
Inpatient
Qutpatient
Total
Medicaid (revenue)
Inpatient
Qutpatient




ALTON MEMORIAL HOSPITAL

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) 2014 2015 2016
Inpatient 342 278 280
Qutpatient 3973 3,517 4,420
Total 4,315 3,793 4,700
Charity (cost In
dollars)
inpatient
Outpatient A
Total $770,975 $996,722 $1,128,172
MEDICAID
Medicaid (# of 2014 2015 2016
patients)
inpatiert 1,392 1,620 1,590
Qutpatient 26,169 28,855 30,779
Total 27,561 30,475 32,369
Medicaid {revenue)
Inpatient $3,577,851 | $3,260,534 | $3,916,745
Outpatient $3,663,073 | $5,455,868 $6,662,694
Total $7.240,924 | $8,716,402 { $10,579,439

/f




MEMORIAL HOSPITAL

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) 2014 2015 2016
Inpatient 969 753 918
Outpatient 7.977 6,450 8,568
Total 8,946 7,203 9,484
Charity (cost In
dollars)
Inpatient
Outpatient
Total $2,514,817 | $1,547,666 $2,333,822
MEDICAID
Medicaid (# of 2014 2015 2016
patients)
Inpatient 1,717 524 455
Outpatient 25903 7,808 6,164
Total 27,620 8,332 6,619
Medicaid (revenue)
Inpatient |  $10,409,913 | $5,200,611 $8,808,924
Outpatient $3,473,335 | $1,166,637 $7,322,085
Total $1,388,248 | $6,367,248 |. $16,131,009




MEMORIAL HOSPITAL-EAST

Safety Net Information per PA 96-0031

CHARITY CARE
Charity (# of patients) 2014 2015 2016
inpatient 25
Qutpatient 144
Total 169
Charity (cost In
dollars)
Inpatient
Outpatient
Total $9,620,729
MEDICAID
Medicaid (# of 2014 2015 20186
patients)
Inpatient 117
Outpatient 1,021
Total 1,138
Medicaid (revenue)
Inpatient $704,550
Outpatient $1,152,745
Total $1,857,295
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To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

ALTON MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON APRIL 08, 1936, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION
IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 1ST

day of NOVEMBER A.D. 2017

O]
”,
Authentication #: 1730501500 verifiable untit 11/01/2018 M W

Authenticate at: hitp:/fwww.cyberdriveiilinois.com
SECRETARY OF STATE  ATTACHMENT 1
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Jason Kandér
Secretary of State

CORPORATION DIVISION
CERTIFICATE OF GOOD STANDING

:1,“". 1, JASON KANDER, Secretary of State of the State of Missouri, do hereby certify that the records in my f
5 office and in my care and custody reveal that :

BJC HEALTH SYSTEM
NDOO45883

. was creatéd mnder the laws of this State on the 11th day of May, 1992, and is in good standing, having
fully complied with all requirements of this office.

3 IN TESTIMONY WHEREOF, 1 hereunto set may hand and
cause to be affixed the GREAT SEAL of the State of
Missouri. Done at the City of Jefferson, this 13th day of
May, 2015.




HealthCare

SITE OWNERSHIP

December 21, 2017

Illinois Health Facilities
and Services Review Board
Springfield, lilinois

To Whom It May Concern:
Please be advised that Alton Memorial Hospital's site is owned by Alton Memorial Hospital, a

subsidiary of BIC Health System.

‘Greg Bratcher
Director, Policy Analysis
BIC Healthcare

Notarized: %&ﬁ/éag,%/ ot

DAPHNE L WILCUT ﬁ%M /‘;t/ s0/7

Pubﬁc NoﬂySed

camnisssoned
quusy21 2019
lsskm mber: 15146250 |

ATTACHMENT 2

4901 Forest Park Avenue - 5t. Louis, Miyzw«gﬁ}lOS-HOl - www. bjc.org




File Number 2454-784-1

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

ALTON MEMORIAL HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON APRIL 08, 1936, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION
IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 18T

day of NOVEMBER A.D. 2017

— ’
Authentication #: 1730501500 verifiable until 11/01/2018 QW,@/ W

Authenticate at: hitp:/fwww.cyberdriveillinois.com
SECRETARY OF 8TATE ATTACHMENT 3

29




Alton Memorial Hospital & Eunice Smith Nursing Home Organizational Chart

BJC Health System
Mo NP PBC

Christian Health Services
Development Corporation
Vo NP PBC

CH Allied
Services, Inc.
Vo NP PBC

Alton Memorial
Hospital
IL NFP
{Includes Eunice
Smith Home)
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DISCONTINUATION

General Information Requirements

1.

Alton Memorial Hospital’s inpatient long term care category of service, consisting of

twenty-eight (28) beds will be discontinued.

No other clinical services will be discontinued as a result of the Certificate of Exemption

(“COE™) sought through this application.

Alton Memorial Hospital has notified the THFSRB of a “suspension” of the long term
care program, with the last patient being discharged on or about December 10, 2017.

Discontinuation, in the form of filing proper documentation with the IHFSRB will occur

within thirty days of the COE’s approval.

A decision of the future use of the 28-bed nursing unit has yet to be made. Among the
potential uses under consideration is the conversion of the unit to a Medical/Surgical unit,

which, if selected, would be done consistent with IHFSRB and IDPH requirements.

Medical records and other pertinent information relating to services provided to patients
on the long term care unit will be retained by Alton Memorial Hospital, consistent with

its records retention and maintenance policies.

The proposed project is limited to the discontinuation of a single category of service, and

therefore criterion 1110.130.2)6 is not applicable. -

It is anticipated that the State Board will publish appropriate legal notices relating to the

proposed discontinuation.

ATTACHMENT 10




8. With the filing of this application, the applicants attest that the required notice of the
anticipated category of service discontinuation was published on December 13-15, 2017

in The Telegraph, a newspaper of general distribution serving the Alton, Illinois area

(copy attached).

Reason for Discontinuation

The primary reasons for the proposed discontinuation are: 1) a low census, and 2) high

quality alternatives.

During the period January 1, 2013 through December 31, 2016 the hospital’s 28-bed long
term care unit operated with an average daily census of 11.8 patients and an associated
occupancy rate of 42.3%. During 2016, the peak census on the unit was only 15 patients. An
occupancy rate as low as that experienced in recent years creates staffing difficulties, and with
the increasing utjlization of outpatient post-operative therapy for orthopedic patients, utilization

of the unit is anticipated to decrease further.

As identified in the section below, there are numerous providers of long term care
services in the area, and the hospital’s discharge planning department has not experienced
significant difficulties with the placement of patients. Paramount among the reasonable

alternatives is Eunice C. Smith Nursing Home, which located adjacent to and controlled by Alton

Memorial Hospital.

Impact on Access
The proposed discontinuation of inpatient long term care services at Alton Memorial

Hospital will have no substantial impact on the ability of residents of the hospital’s service area

t0 access care.

Currently, the skilled care (22+) occupancy rate in Madison County is only 68%. And,
there are nineteen providers of inpatient long term care located within 45 minutes travel time of

Alton Memorial Hospital, three of which are located in Alton. Therefore, the proposed
ATTACHMENT 10
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discontinuation will not have a material impact of area residents’ ability to access skilled care

Services.

Letters, consistent with the requirements of Section 1110.130.c were sent to each of those

hospitals on November 17, 2017.

Confirmation of receipt and the single response to those letters received prior to this COE

application’s filing are attached, and a listing of the long term care facilities and hospitals

providing long term care services 1s provided below.

Eunice C. Smith Nursing Home, Alton

Rosewood Care Center of Alton, Alton

Integrity Healthcare of Alton, Alton

Integrity Healthcare of Godfrey, Godfrey

Gateway Regional Medical Center, Granite City

Granite Nursing and Rehabilitation Center, Granite City
Stearns Nursing and Rehabilitation Center, Granite City
Integrity Healthcare of Wood River, Wood River
Bethalto Care Center, Bethalto

Jerseyville Nursing and Rehabilitation Center, Jerseyville
Jerseyville Manor, Jerseyville

Willow Rose Rehabilitation and Health Care, Jerseyville
Robings Manor Rehabilitation and Health Care, Brighton
Manor Court of Maryville, Maryville

Meridian Village, Glen Carbon

Rosewood Care, Edwardsville

University Nursing and Rehabilitation, Edwardsville
Eden Village Care Center, Glen Carbon

Edwardsville Nursing and Rehabilitation, Edwardsville

There are 2,216 licensed nursing care beds in Madison County. During 2016, the
occupancy rate of those beds was 68.0%, confirming that the proposed discontinuation of 28

long term care beds at Alton Memorial Hospital will not result in a negative impact on access to

services.

ATTACHMENT 10
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C Friday, December 15, 201/

CLASSIFIEDS

CLASSIFIEDS

Miscellaneous Auctions

Attorney

17-0872 NEW YEAR, NEW Antique & Firearms Auction NEED LEGAL HELP?
b ‘ AVIATION CAREER Sunday Dec 17th 10AM Get a FREE referral
GET FAA CERTIFICATION 1504 Mulford Rd to an attorney!

“Alton Memorial Hospit-
‘al, in Alton, ., intends
to close its 28-bed long-
term-care unit upon ap-
‘proval of the lllinois
_:Health Facilities and _
‘Services Review Board
J{“IHFSRB"). The dis-,
-continuation will occur
.prior to February 28,
:2018. The hospital in-,
.tends to file the re-"
quired Certificate of Ex-
emption application with
;the IHFSRB by Janu-
;ary 31, 2018. This ap-,
‘plication, as well as in;
formation concerning.
‘the proposed discon-
finuation, can be found
on the IHFSRB website
fat: hfsrb.illinois.gov. If.
iyou have any ques-
.itions or concerns,. |
please direct them to:
1Greg Bratcher, 4901}
[Forest Park Ave., MS
90-75-574, St. Louis,
IMO 63108.:

CALL NOW
TO PLACE
YOUR
LEGAL
NOTICES

THE
TELEGRAPH

(618)208-6445
or E-Mail
ones@thetel

h.com

Personals

Meel singles right now!
No paid operators,
just real peopie like you.

Rrawea nroatinne avehanne

TRAINING. FINANCIAL AID Lindenwood IL

IF QUALIFIED- CAREER Firearms, refinished antiques,

Call the lllinois
State Bar Association
ilinois Lawyer Finder
The advice you need
877-270-3855 or
https /fwww.isba.orgfpublic/
illinoistawyerfinder

PLACEMENT ASSISTANCE. household, Ranch Oak,
CALL AiM 800-481-8312 antiques, brass cash register,
and more.
www.KﬂsonAus_cgg?s.cum
- 16y 97
SAWMILLS (815) 3
from only $4397.00
MAKE & SAVE MONEY

with your own bandmili
Cul iumber any dimension.
in stock ready to ship!
FREE Info/DVD:
www.NorwoodSawmills.com
1-800-578-1363 Ext.300N

NOTICE OF RESOLUTION DETERMINING TO
LEVY AN ADDITIONAL .02% LIBERTY TAX

RESOLUTION NO. 1847

A RESOLUTION DETERMINING TO LEVY AN
ADDITIONAL .02% LIBRARY TAX

WHEREAS, the City Council has received a form-

al resolution from the Wood River Library Board of

Directors requesting the levy of an additional tax of

.02% for repairs and alterafions of their building in
the amount of $18,000.00; and

WHEREAS, Chapter 75 ILCS 5/2-1 provides that
the City Council shall adopt a resolution determin-
ing to levy such tax, if desired.

NOW. THEREFORE, BE IT RESOLVED BY THE
CITY COUNCIL Oﬁ_ TH EfC“!TY OF WOOD RIVER,
, as TOIlOWS!:

‘Section 1. The City of Wood River has determ-
ined the need to levy an additional tax of .02% of
the value of all the taxable property in the City, as
equalized or assessed by the Department of Rev-
enue, for the purchase of sites and bui'dings, for
the construction and equipment of buildings, for the
rental of buildings required for library purposes,
and for maintenance, repairs and alterations of lib-
rary buildings and equipment.

Section 2. Upon passage and approval, this resol-
ution will be published, as required by Law.

PASSED and APPROVED this 13th day of Decem-
ber, 2017 by the City Council of the City of Wood
River.

Chegl Maguire
MAYOR OF THE CITY OF wWOOD RIVER

ATTEST:
Jan S

an Sneed (?\&
CLERK OF THE CITY OF WOOD RIVER

NMLSH 3T
Flanagan State Bank
919 S. 8th St.
Springfield, IL 62703
NMLSAOMS!.
APPLY ONUINE:
www.pwykofl
flanaganstatebank.
mortgagewebcenter.com
Equal Housing Lender 2]

pply:l
ETHALT

Warehouse Material
Handle%TT
Temporary Position For
Warehouse Function
Immediately, Pay
$14-$18 Per Hour, Plus

Muarkirma  foet DA

17-0877A

IN THE CIR(
THIRD JUDIC
MADISON COL

LEWIS AND CI
FOR HUMANITY,
HABITAT FOI

Plai

v

JONATHAN COMM
COMMANDER, JONA
AS PERSONAL RE|
THE ESTATE OF CH
UNKNOWN HEIRS, L
AND NON RECQO

No. 18-

AMENDED CE OF
JUDGMENT OF

UNDER ILLINOIS MOT
At

PUBLIC NOTICE IS HEI
ant to a Judgment of Fore
by said Court in the abo
gust 31, 2017, Judge Hai
in his stead, in Madisor
January 11, 2018 in the
foreclosures on the day
Courthouse, 155 N. Mz
llinois, at 1:00 p.m,, sell.
to the highest bidder for «
and singular, the followi
mentioned in said Juc
County of Madiscn, Sta
thereof as shall be suffic
ment,

Lots Numbered Sevent
and the East one half of
rung Heights a subdivisi
from plat recorded in tl
Madison County, [Hinois
situated in the City of A
and State

Parcel Identific

MENT 10" “23'2.07-11.

Commenly known as: 22
62




BETHALTO CARE CENTER, INC. Linda M. Danjels

?’ President/Administrator
815 South Prairie
Bethalto, lllinois 62010 ' g
Phone (618) 377-2144 Nicholaus T. Da:ne s
fo ‘@am‘ny Fax (618) 377-3349 Managemen
11/21/17

Alton Memorial Hospital
#1 Memorial Dr.
Alton, IL 62002

Attention: David A. Braach, President

Bethaito Care Center, Inc. is a privately owned Nursing Home. The Owner,

Linda Danieis is also the Administrator.
Bethalto Care Center, Inc. cares for Intermediate Nursing residents. We do
no feeding tubes, IV’s, Formal Therapies or Intense Complicated Wound Care.
Bethalto Care Center, Inc. has Restorative Nursing providing AROM, PROM,
Ambuiation and Transfer Training, Wheelchair Training and Walker Training etc.
Our care specifically accommodates resident who have completed their
Medicare days and are unable to advance any further.
We accept privately funded residents and Medicaid residents as well as

Medicaid pending case by case. .
We have been fortunate enough to work with Eunice Smith Nursing Home

and Rosewood Care Center placing resident transitioning from Medicare Unit to

Intermediate Care.
Thank you for your consideration.

“
Respociul: W

Linda Daniels, Owner/Administrator, Bethaito Care Center, Inc.

ATTACHMENT 10
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SAFETY NET IMPACT STATEMENT

Due to the relatively low county-wide long-term care facility occupancy rates, it is not
anticipated that the discontinuation of long-term care services at Alton Memorial Hospital will
have any substantial or material impact on access to essential safety net services. In addition,
and due to the abundance of providers in the area, it Is not anticipated that the discontinuation of
the 28 authorized long-term care beds at the hospital will have a material impact on any provider,
with the probable exception of Eunice C. Smith Nursing Home, which is located on the Alton
Memorial Hospital campus and will likely realize a disproportionate share of the patients that

have traditionally been admitted to the hospital’s long-term care umt.

With the signatures provided on the Certification pages of this application, it is certified
that, the cost of charity care provided by Alton Memorial Hospital between January 1, 2014 and
December 31, 2016 was $2,895,869.
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